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Tobacco Use by Adults — United States, 1987 


The 1987 National Health Interview Survey of Cancer Epidemiology and Control 
(NHIS-CEC) collected information on smoking and other tobacco-use practices from a 
representative sample of adults in households throughout the United States (1,2). 
Approximately 44,000 persons =18 years of age answered questions related to their 
use of cigarettes, chewing tobacco, snuff, pipes, and cigars. In addition to smoking 
and other tobacco use, the NHIS-CEC contained questions on a wide range of other 
factors related to cancer (e.g., dietary practices, cancer screening, occupational 
exposures, family history of cancer, and alcohol consumption). 

In 1987, approximately 33% of U.S. adults regularly used some form of 
tobacco — 38.9% of men and 27.2% of women (7). Most of these persons used only 
cigarettes, although 4.7% of men arid 0.8% of women used cigarettes in combination 
with some other form of tobacco. 

Cigarette Smoking 

Overall, 28.8% of adults smoked cigarettes— 31.2% of men and 26.5% of women 
(Table 1). Smoking was most prevalent among persons 25-44 years of age (33.2%) 
and least prevalent among those =75 years of age (8.9%). Among men, blacks were 
more likely to smoke (39.0%) than whites (30.5%). In contrast, rates for black (26.7%) 
and white (28.0%) women were similar. 

Separated and divorced persons were more likely to be smokers than were 
married persons: 45.1% of separated/divorced men smoked compared with 28.7% of 
married men, and 38.9% of separated/divorced women smoked compared with 24.2% 
TABLE 1. Percentage of adults who smoke cigarettes, by sex and age — United 
States, 1987 

Age (yrs) Men Women Total 
18-24 28.1 26.1 27.1 
25-44 35.6 30.8 33.2 
45-64 33.5 28.6 30.9 
65-74 20.2 18.0 19.0 
275 11.3 7.5 8.9 


Totai* 31.2 26.5 28.8 
*Ninety-five percent confidence intervals: men, 30.4—-32.0; women, 25.8—27.2; total, 28.3—29.3. 
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of married women.* Widowed (19.5%) and never-married (24.9%) persons were less 
likely to smoke than married persons (26.4%). 
Smokeless Tobacco 

Four percent of men chewed tobacco and 3.1% used snuff (Table 2); 6.1% of men 
used one or both of these forms of tobacco. Of men 18-24 years of age, 8.9% reported 
using either chewing tobacco or snuff or both, compared with 5.3% of men 25-64 
years of age. Smokeless tobacco use was also higher in men =75 years (7.9%). Use 
of smokeless tobacco among women was rare: 0.3% of women used chewing 
tobacco and 0.5% used snuff. 


Pipes and Cigars 

In 1987, 3.4% and 5.3% of men smoked pipes and cigars, respectively (Table 2). 
Men =45 years were more likely to smoke pipes. Cigar smoking was most common 
among men aged 45-64 years (7.0%). Only 1.6% of men <25 years of age smoked 
cigars. The prevalences of pipe and cigar smoking among women were <0.1%. 
Cigarette Smoking and Alcohol Consumption 

Persons who smoked cigarettes were more likely to drink beer frequently (five 
times or more per week)— 10.7% compared with 8.5% of former smokers and 3.0% of 
never smokers. For all beverage types (i.e., beer, wine, and liquor), smokers were 
more likely to consume larger quantities of alcohol (three drinks or more per 
occasion) than were nonsmokers. 
Reported by: GM Boyd, PhD, National Cancer Institute, National Institutes of Health. Div of 
Health Interview Statistics, National Center for Health Statistics; Office on Smoking and Health, 
Center for Chronic Disease Prevention and Health Promotion, CDC. 
Editorial Note: The 1987 NHIS-CEC data show that the prevalence of cigarette 
smoking continues to decline in the United States. NHIS data have shown a consistent 
decline in cigarette smoking among adults during the past quarter century of 
approximately 0.50 percentage points per year. The rate of annual decline has been 
higher among men (0.84 percentage points) than among women (0.21 percentage 
points) (3). 

Despite these declines, cigarette smoking remains the most important preventable 
cause of death in our society. Smoking is responsible for an estimated 390,000 deaths 


*Age-adjusted to the 1980 U.S. population. 


TABLE 2. Percentage of men who use non-cigarette tobacco,* by age and form of 
smokeless tobacco or alternative smoking method — United States, 1987 





Smokeless tobacco form Alternative smoking method 
Age (yrs) Chewing tobacco Snuff Pipes Cigars 
18-24 5.5 6.4 0.8 1.6 
25-44 3.2 3.1 2.9 5.8 
45-64 3.9 1.6 5.1 7.0 
65-74 5.0 1.9 5.0 5.2 
275 6.1 2.7 4.1 3.9 
Total’ 4.0 3.1 3.4 5.3 


*Prevalence of use among women was <0.5%. 


"Ninety-five percent confidence intervals: chewing tobacco, 3.7—4.3; snuff, 2.8-3.4; pipes, 3.1— 
3.7; cigars, 4.9-5.7. 
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annually—more than one of every six deaths in the United States. Based on the 
current rate of decline, the United States will not achieve the 1990 national health 
objectives for smoking prevalence among adults (<25%) (4,5). However, state- 
specific projections indicate that seven states will achieve this goal (6). 

To achieve health objectives directed against smoking (7 ), efforts to curb the use 
of tobacco must be intensified. Important strategies include education in schools 
about the negative health consequences of smoking; cessation programs in work- 
sites, health-care facilities, and other community settings; mass-media campaigns; 
economic incentives that encourage nonsmoking; tobacco advertising restrictions; 
clean indoor air policies; and policies that restrict children’s access to tobacco 
products. Interventions should target groups at high risk of smoking and smoking- 
related diseases, including minorities, pregnant women, blue-collar workers, and 
heavy smokers. 
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Lead Poisoning in Bridge Demolition Workers — Massachusetts 


In March 1988, lead poisoning was diagnosed in five of nine workers employed by 
a contractor to demolish a bridge spanning a river in western Massachusetts. A 
subsequent investigation by the Occupational Safety and Health Administration 
(OSHA) determined that from November 1987 through early March 1988 four of the 
affected workers had used acetylene torches to cut apart large sections of the bridge; 
the fifth had cut these sections into smaller pieces on a barge moored below the 
bridge. 

In March 1988, two of the five workers involved in the cutting process sought 
medical advice: one had headaches and myalgia, and the other had nausea and 
arthralgia. Blood-lead levels (BLL) (tested on the basis of occupational history) were 
78 and 67 pg/dL*, respectively (Table 1, page 693). The three other workers involved 
in the cutting process were then evaluated; their reported symptoms included joint 
stiffness, abdominal pain, irritability, and memory loss. BLLs in these workers were 


*OSHA regulations state that an employee with confirmed BLL >60 pg/dL must be removed 
from lead exposure; similarly, an employee whose average BLL (measured on three occasions 
within 6 months) exceeds 50 pg/dL must be removed from lead exposure (7 ). 
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58, 74, and 160 wg/dL. The highest BLL, 160 pg/dL, occurred in the worker assigned to 
the barge. Because the four remaining crew members had not worked in areas where 
they would have been exposed to lead fumes, they were not tested. 

Four of the five affected workers were treated with chelation therapy (calcium 
ethylenediaminetetraacetic acid [EDTA]). Each worker excreted substantial amounts 
of lead and experienced a decline in symptoms. The fifth worker, who had a BLL of 
58 pg/dL, demonstrated elevated lead excretion when given a test dose of EDTA. 
However, because he had become asymptomatic and had no evidence of organ 
damage, he was not treated with chelation therapy. 

The OSHA investigation determined that paint covering the bridge contained 30% 
lead (by weight). Respirators available to the workers were not always equipped with 
cartridges that protected against lead fumes. The workers were not trained to OSHA 
standards in respirator use and wore the respirators infrequently. In addition, the 
employer had not provided clean work clothing or handwashing and eating facilities 
for the workers. OSHA cited the contractor for violating several regulations governing 
proper use of respirators. 

(Continued on page 693) 
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TABLE Ill. Notifiable diseases of low frequency, United States 
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TABLE Ill. Cases of specified notifiable diseases, United States, weeks ending 
October 7, 1989 and October 8, 1988 (40th Week) 
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TABLE Ill. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
October 7, 1989 and October 8, 1988 (40th Week) 
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*For measies only, imported cases includes both out-of-state and international importations. 
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TABLE Ill. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
October 7, 1989 and October 8, 1988 (40th Week) 
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TABLE IV. Deaths in 121 U.S. cities,* week ending 
October 7, 1989 (40th Week) 
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*Mortality data in this table are vciuntarily reported from 121 cities in the United States, most of which have i of 100,000 or 
more. A death is reported by the place of its occurrence and by the week that the death certificate was Fetal deaths are not 
tBecause of changes in reporti methods in these 3 Pennsylvania cities, these numbers partial counts current week. 
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Reported by: J Himmelstein, MD, M Wolfson, MD, G Pransky, MD, Univ of Massachusetts 
Medical Center, Worcester; D Morse, MD, MassWEST Occupational Health Svcs, Holyoke; 
A Ross, MD, Farron Health Center, Turners Falls, Massachusetts. J Gill, Occupational Safety and 
Health Administration. Surveillance Br, Div of Surveillance, Hazard Evaluations, and Field 
Studies, National Institute for Occupational Safety and Health, CDC. 

Editorial Note: Based on findings from the 1981-1983 National Occupational Expo- 
sure Survey, an estimated 827,650 U.S. workers have potential work-related exposure 
to lead (excluding leaded gasoline) (CDC, unpublished data). In the workplace, the 
respiratory tract is the major route of lead absorption. Clinical manifestations of 
occupational lead poisoning, which usually occur when BLLs exceed 40 yg/dL, can 
vary greatly in severity and include abdominal pain, anorexia, fatigue, arthralgia, 
headaches, irritability, depression, impotence, anemia, and hyperuricemia (2). En- 
cephalopathy, peripheral neuropathies, and impaired renal function have been 
reported, but are infrequently associated with occupational exposure (2 ). 

Lead poisoning may occur when workers and employers fail to recognize the 
presence of lead or fail to adhere to accepted safety guidelines. Recent reviews of 
workers’ compensation data and laboratory-based lead registries indicate that work- 
ers at highest risk for lead toxicity include persons who work in lead smelters, storage 
battery-manufacturing plants, plastic-compounding factories, and nonferrous found- 
ries (3,4; California Department of Health Services, unpublished data, 1987). Con- 
struction or demolition work that involves cutting through lead-coated metal struc- 
tures, a process that generates high concentrations of lead fumes, can also present 
substantial risk for lead toxicity. Lead poisoning has been described in workers who 


repair and disassemble ships (5) and roofs (6,7), dismantle elevated subway lines 
(8,9), and demolish and strip paint from bridges (10-13). 

Construction workers in the United States are excluded from regulation under the 
OSHA Lead Standard (17 ). However, other OSHA regulations governing the construc- 
tion industry require respiratory protection for workers who use torches to cut 
through toxic preservative coatings, such as lead-containing paints (14), and man- 


TABLE 1. Lead poisoning in bridge demolition workers — Massachusetts, 1988 
Initial Initial 
Age Initial Date of BLL* ZPP* level Post-treatment 
(yrs) symptoms diagnosis (g/dL) (ug/dL) Treatment BLL (g/dL) 
headaches, 03/04/88 78 147 chelation 53 
myalgia 


nausea, 03/08/88 67 NAS chelation 
arthralgia 


irritability, 270 chelation 
memory loss 








agitation, 265 
abdominal pain, 
joint stiffness 
35 abdominal pain 03/21/88 74 chelation 
*Blood lead level. 
*Zinc protoporphyrin (reference range: <50 yg/dL). 
5Not available/not measured. 
‘Follow-up BLL—person not treated. 
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date engineering controls or respiratory protection for workers exposed to airborne 
lead at concentrations >200 pg/m? (15). 

As bridges in the United States age, they will require demolition or rebuilding. 
Construction workers engaged in these processes are at risk for hazardous lead 
exposure. Proper preventive measures, including engineering controls and appropri- 
ate use of respirators, should be carefully implemented. Physicians caring for 
construction workers should take thorough occupational histories and be aware that 
workers engaged in bridge demolition work may be at increased risk for occupational 
lead poisoning. 
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Surveillance for Epidemics — United States 


Although state health departments document investigations of disease epidemics 
and outbreaks, there is no national system for surveillance of epidemics. In 1988, a 
5-month pilot project to assess the feasibility and utility of a standard computerized 
surveillance system for epidemics was conducted by state epidemiology programs in 
Maryland, New York, Oklahoma, and Washington, and by the Epidemiology Program 
Office, CDC. 

From June through October, 1988, the four participating state epidemiology offices 
used a uniform data collection system to record reported epidemics investigated by 
their staffs or by other agencies in their states. For this project, an epidemic or 
outbreak was defined as: “A recent or sudden excess of cases of a specific disease or 
clinical syndrome. For a foodborne outbreak, n=2; for other outbreaks, n2=3.” 
Although designed principally to collect information on epidemics, the system also 
allowed for reporting other epidemiologically important events, including individual 
cases of rare diseases (e.g., botulism and human rabies) and toxic exposures without 
documented subsequent illness (e.g., a hazardous material spill during transport). 
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During the 5 months, 116 events were reported. Maryland and Oklahoma, which 
already maintained systems of epidemic reporting similar to the pilot system, 
accounted for 39 (34%) and 33 (28%) reports, respectively. Washington and New York, 
with pre-existing systems considerably different from the pilot system, accounted for 
25 (22%) and 19 (16%), respectively. The number of reported events per 100,000 
popuiation was 1.0 in Oklahoma, 0.8 in Maryland, 0.5 in Washington, and 0.1 in New 
York (7). Local health departments originated reports for 69 (59%) events. The 
timeliness of reporting was measured as the interval between date of onset for the 
index case and date of report to the state health department. Dates were recorded for 
106 events; of these, the reporting interval was <1 week for 64 (60%) and <2 weeks 
for 78 (74%). 

Seventy-nine (68%) of the events were epidemics or outbreaks; of these, 77 (97%) 
were caused by communicable diseases. The majority of these were relatively small 
outbreaks—51 (66%) involved <10 persons. The largest, an outbreak of viral gastro- 
enteritis, involved 64 persons at a nursing home in Oklahoma. The most frequently 
reported locations associated with outbreaks were commercial food establishments 
(25%), nursing homes or other long-term care facilities (15%), and the general 
community (10%). For the 39 (51%) infectious disease outbreaks in which an etiologic 
agent was reported, the most common agents were Sa/monella (26%) and hepatitis 
A virus (23%). 

Reported by: C Groves, E Israel, MD, State Epidemiologist, Maryland State Dept of Health and 
Mental Hygiene. S Kondracki, DL Morse, MD, State Epidemiologist, New York State Dept of 
Health. P Archer, S McNabb, GR Istre, MD, State Epidemiologist, Oklahoma State Dept of Health. 
M Chadden, JM Kobayashi, MD, State Epidemiologist, Washington State Dept of Social and 
Health Svcs. Council of State and Territorial Epidemiologists. Div of Field Svcs, Epidemiology 
Program Office, CDC. 

Editorial Note: The current national system of notifiable disease reporting (data 
reported weekly in MMWA Tables |, Il, and Ill [pages 688-691]) provides surveillance 
data on a wide range of diseases, many of which can cause epidemics. The 121-city 
mortality surveillance system (data reported weekly in MMWR Table IV [page 692)) is 
used to assist in identifying epidemic influenza (2 ). However, except for a limited set 
of problems (e.g., waterborne outbreaks [3 ]), no uniform national system of surveil- 
lance exists for epidemics. Consequently, neither CDC nor state epidemiology 
programs have access to uniform, comparable surveillance data for monitoring 
temporal and geographic trends of epidemics or for providing national estimates of 
the frequency of epidemics. 

Although most states maintain written records for epidemic surveillance, many do 
not routinely computerize these data. Increased use of automation might facilitate 
analysis and evaluation of such data, as well as expedite intervention/prevention 
efforts. Systematic surveillance of epidemics could be used to improve disease 
prevention efforts at both state and national levels. For example, epidemic surveil- 
lance data could be used to evaluate and improve regulations and standards of public 
health practice related to child-care licensing, restaurant inspections, and environ- 
mental hazard control. This approach might permit comparison of the effectiveness of 
differing standards in different local or state jurisdictions, measurement of the impact 
of changes in standards over time, and early detection of changing patterns in the 
transmission of notifiable diseases, such as the recent increased incidence of 
hepatitis A transmission among drug abusers (4 ). 
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This pilot project demonstrated both the feasibility and constraints associated with 
development of a standard system for surveillance of epidemics. Each of the par- 
ticipating states recognized the utility of the data generated by the project. However, 
two of the states noted that a permanent system would require substantial revision of 
their current procedures for collecting and reporting surveillance data. The wide 
variability of the ratio of reported events to population size probably reflects 
differences in data included in this system rather than in occurrence of epidemics 
(e.g., most reports of small foodborne disease outbreaks in New York come directly 
to the State Bureau of Community Sanitation and Food Protection rather than to the 
office of the state epidemiologist). 

At its annual meeting in May 1989, the Council of State and Territorial Epidemiol- 
ogists unanimously passed a resolution supporting the concept of state-based 
epidemic surveillance and endorsed CDC efforts to develop a uniform system that 
permits comparable information to be collected, analyzed, and shared among the 
states. 
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